

Chief Complaint(s), which brings you to our office?

Prior foot and ankle injuries:

_____________________________________


Which Side: ( Left ( Right ( Both

Type of Pain: ( Dull ( Achy ( Sharp

( Burning  ( Shooting ( Throbbing

Area of Pain: ___________________________

Onset:  ( Slow ( Sudden ( Traumatic

Duration: ______ ( Days ( Weeks ( Months ( Years

Has pain gotten: 

( Better  ( Worse ( Stayed the Same

What aggravates condition?  

( Walking ( Running  ( Standing  (  Shoes

Prior Treatments: ( Changing shoes  

(  Anti-inflammatory  ( Decrease Activities  

(  Other: _____________


Athletic Activities: __________________________________________________________________________

# Days weekly you exercise: ________

Do you use custom orthotics: ( Yes ( No

If yes, who made them: __________________

How old are the orthotics: ________________


(   Adhesive Tape                  (   ASA

(   Codeine                            (   Iodine

(   Local Anesthetics             (   Penicillin

(   Seafoods                           (   Sulfa

(   No Known Allergies       (   Don’t Know

(   Other ___________________________

Please list all medications you are taking:

________________________________________________________________________________________________________________________________________________________________________

__________________________________________

____________________________________________________________________________________


What is your height: __________________

What is your weight: ___________________

What is your shoe size: ________________


   Eating Disorder      ( Yes ( No

Anxiety                   ( Yes ( No

Depression              ( Yes ( No

Alcoholism              ( Yes ( No

Psychiatric              ( Yes ( No


List all surgeries, serious injuries, recent hospital visits and any illnesses NOT previous listed: ________________________________________________________________________________________________________________________________________________________________________


Occupation? __________________________________________

Do you use tobacco?   (  Yes      ( No

Are you a past smoker?   (   Yes      ( No

How much?   ______Packs per day/week.

Years Smoked? _____________

Alcohol use?    (   Yes      ( No

How much: _________________

Recreation Drug use?    (   Yes     ( No

What: _____________________

Pregnant?  (  Yes   ( No ( Don’t Know


   Yes   No     Anemia                 Yes

   Yes   No     Arthritis                Yes

Type: __________

   Yes   No     Artificial (
    Valve or Joints

   Yes   No     Asthma                 Yes

   Yes   No     Back Issues

   Yes   No     Bleed Easily          Yes

   Yes   No     Cancer                   Yes

   Yes   No     Chemical               Yes

     Dependency

   Yes   No     Chest Pain             Yes

   Yes   No     Circulatory            Yes

 Problems

   Yes   No     Diabetes               Yes

   Yes   No     Epilepsy                Yes

   Yes   No    Fibromyalgia

   Yes   No    Gout                       Yes

   Yes   No ( Disease              Yes

   Yes   No   Hemophilia             Yes

   Yes   No   Hepatitis                 Yes

   Yes   No   High Blood             Yes

                    Pressure

   Yes   No   High Cholesterol    Yes

   Yes   No   HIV Positive           Yes

    Yes   No   Kidney Issues       Yes

   Yes   No   Leg Cramps           Yes

   Yes   No    Liver Disease         Yes

   Yes   No   Menopause            Yes

   Yes   No   Mental Illness        Yes

   Yes   No   Phlebitis/Clots       Yes

   Yes   No   Psoriasis                Yes

   Yes   No   Respiratory             Yes

   Yes   No   Rheumatic Fever    Yes

  Yes   No   Sickle Cell              Yes

   Yes   No   Stroke                     Yes

   Yes   No   Thyroid                   Yes

   Yes   No   Tuberculosis           Yes

   Yes   No   Ulcers-Stomach      Yes

   Yes   No   Venereal Disease    Yes

   Yes   No  Weight Change        Yes
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